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DEPARTMENT OF HEALTH CARE POLICY AND FINANCING 
FY 2017-18 JOINT BUDGET COMMITTEE HEARING AGENDA 

 
 Wednesday, December 14, 2016 
 1:30pm – 5:00pm 
 

1:30-1:45 Commission on Family Medicine 
 

1:45-2:00 INTRODUCTIONS AND OPENING COMMENTS  
 

2:00-2:30 PLANNING FOR POTENTIAL CHANGES TO FEDERAL POLICY 
 
1 Describe the Department’s planning efforts for potential changes in federal policy regarding the 

Medicaid and Children’s Basic Health Plan (CHP+) programs as a result of the new federal 
administration. 
 

2 How quickly might federal policy changes be implemented and require a response from 
Colorado?  
 

3 Please respond specifically to the following scenarios: 
 
a. How would a federal repeal of the Affordable Care Act affect Colorado? How should 

Colorado respond to such a scenario? Would Colorado need to pass legislation to reduce 
eligibility in this scenario? 

 
b. If federal Medicaid funding were block granted, providing states with flexibility to design 

their own programs, but federal funding for Colorado was reduced by 20 percent, how 
should Colorado respond to such a scenario? 

 
4 The Department’s forecast assumes that the Children’s Basic Health Plan (CHP+) will receive 

an 88 percent federal match through state fiscal year 2017-18, but federal budget authority for 
the program expires September 2017. What are the Department’s contingency recommendations 
in the event federal funding is not extended, or extended at a significantly lower match rate? Do 
state statutes need to be amended to allow for these contingencies? 
 

5 [Sen. Lambert] What elements of the Department’s FY 2017-18 budget request are driven by the 
need to comply with a federal regulation? Should the General Assembly hold off on funding 
these elements of the request, since federal policies may change under the new administration? 
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2:30-3:00 ACCOUNTABLE CARE COLLABORATIVE (ACC) AND RELATED PAYMENT 
   REFORMS IN R6 DELIVERY SYSTEM AND PAYMENT REFORMS 

 
6 Why is Larimer County being included in Region 1 with all the Western slope counties for 

purposes of the ACC? How will this affect the financing for behavioral health services and the 
financial viability of behavioral health service providers? 
 

7 What public feedback has the Department received on Phase II of the ACC? What proposed 
changes that have emerged through the feedback process have and have not been 
accommodated and why? 

 
8 Are the objectives of Phase II of the ACC measurable and how is the Department going to 

assess the efficacy of the program? 
 

9 Phase II of the ACC puts significant emphasis on the integration of behavioral health. Why isn’t 
there a similar emphasis on the integration of long-term services and supports? Is the 
Department missing an opportunity to increase cost avoidance by not focusing more on long-
term services and supports? 

 
10 What is the experience of other states with programs similar to the Accountable Care 

Collaborative? Provide some background and history on where the concepts that inform the 
ACC and the changes proposed in Phase II originated. 

 
11 Would federal block grant funding of Medicaid and a loosening of federal regulations change 

any of the Department’s thinking on the design of Phase II of the Accountable Care 
Collaborative? 

 
12 Describe the governance structure for the various payment reforms proposed in R6 Delivery 

system and payment reforms. Who will decide the performance criteria and how much to award 
based on performance? How often will the performance criteria and payments be amended, and 
what will be the process for approving amendments? How will the Department handle 
complaints about the appropriateness of the performance criteria, or accuracy of the 
performance measurements? 

 
13 What is the Department doing to involve the committees of reference in the design of Phase II 

of the ACC and of the payment reforms proposed in R6 Delivery system and payment reforms? Why 
are these initiatives not specifically referenced in statute, and should they be in statute? 

 
14 Why is mandatory enrollment in the ACC beneficial? Who will be affected by mandatory 

enrollment? Will people who object to having their care managed by the ACC be able to opt 
out? 

 
15 Compare the health characteristics and access to coordinated care of people currently enrolled in 

the ACC with those who will be affected by mandatory enrollment. With many of the clients 
affected by mandatory enrollment already receiving some help with coordinating their care 
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through sources such as a nursing home or Medicare Advantage Plan, why does the Department 
assume that people added to the ACC through mandatory enrollment will experience a similar 
rate of cost avoidance as the current ACC population? 

 
16 The Department’s estimate of costs avoided by implementing Phase II of the ACC assumes that 

by FY 2018-19 a full 75 percent of clients with a serious and persistent mental illness (SPMI) or 
substance abuse disorder (SUD) will receive care in a setting that integrates physical and 
behavioral health. Describe the current level of integration between physical and behavioral 
health and discuss whether the level of practice transformation necessary to achieve this 
assumption is realistic by FY 2018-19. 

 
17 In Phase II of the ACC, if a Regional Accountable Entity (RAE) does not do something they are 

contracted to do, what is the recourse? For example, what happens if a RAE does not provide 
for clients to access mental health services? 

 
18 How will Phase II of the ACC address access to behavioral health services for people dually 

diagnosed, for example with an intellectual and developmental disability and a behavioral health 
issue? Specifically, how will the language on page 23 (3.3.13.2.1) of the RFP be applied when 
there is trouble identifying a payment source for inpatient admissions? 

 
19 How will Phase II of the ACC address access to care and care coordination for people involved 

in the criminal justice system? What performance payments, if any, will be focused on services 
for this population? 

 
20 How did the Department arrive at the proposed per member per month rate for Phase II of the 

ACC?  
 

21 What happens if a large, for-profit provider (e.g. United, Molina, Centene) wins the bid to be the 
RAE for multiple regions, or for the entire state, and expects each region to stand on its own 
and contribute to their bottom line? 

 
3:00-3:15 BREAK 
 
3:15-3:30 HEPATITIS C AND POTENTIAL REPAYMENT OF CHIPRA BONUS PAYMENTS 

 
22 Please coordinate with the Attorney General’s Office and provide an update on the status of the 

Hepatitis C law suit and the Department’s protest of the federal audit finding that Colorado 
collected too much through CHIPRA bonus payments. If necessary, the JBC will enter an executive 
session for this update. 

 
23 Why did the Department decide to change the prior authorization review criteria for Hepatitis C 

treatment? Why was the General Assembly not consulted, given the magnitude of the dollar 
impact? How does the change meet the JBC’s supplemental criteria?  
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24 How does Colorado’s Medicaid coverage of Hepatitis C compare to coverage provided by the 
Colorado Department of Corrections? 

 
25 How does Colorado’s Medicaid coverage of Hepatitis C compare to other state Medicaid 

programs and to private insurance? Are there consistent policies within the state and across the 
country regarding Hepatitis C treatment? 

 
26 What are the key drugs involved in the treatment of Hepatitis C? Do any of them have generic 

alternatives? For those currently without generic alternatives, when will generics be available? Is 
it possible to purchase the drugs for less cost through foreign markets? 

 
27 How did the Department arrive at the estimate that it would cost another $550.6 million total 

funds, including $131.4 million General Fund, after drug rebates to serve all Medicaid clients 
with Hepatitis C? Is there corroborating evidence from other sources to support this estimate? 

 
3:30-4:00 HOSPITAL PAYMENTS AND PRIVATE INSURANCE COSTS 
 
28 How many other states use provider fees similar to Colorado’s Hospital Provider Fee? Compare 

the magnitude of provider fees in other states with Colorado’s Hospital Provider Fee. Is 
Colorado’s reliance on the Hospital Provider Fee excessive compared to other states? 
 

29 Please estimate the impact of the Governor’s proposed $195.0 million restriction on Hospital 
Provider Fee revenues by hospital. If necessary, use the FY 2016-17 distribution formula to 
estimate the fiscal impact and provide a new estimate when the FY 2017-18 distribution formula 
is available. What was the impact of the FY 2016-17 restriction on Hospital Provider Fee 
revenues by hospital? 

 
30 What communication has the Department had with hospitals regarding the proposed restriction? 

Please summarize the feedback the Department has received from hospitals about how this will 
affect their operations. 

 
31 What effect will the proposed restriction have on cost shifting to private insurance? What was 

the effect of the FY 2016-17 restriction on cost shifting? 
 

32 The Department’s 2016 annual report on the Hospital Provider Fee indicated an overall 
payment to cost ratio for hospitals of 1.07 for CY 2014. Can the Department provide an update 
of this ratio for CY 2015 in advance of the 2017 annual report in order to inform the hearing 
discussion? Can the Department estimate the ratio by hospital? Is the payment to cost ratio 
lower for rural hospitals? 
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33 What is the Department doing to address the shifting of hospital costs from Medicaid to other 
insurers, including efforts to improve performance and contain costs? Will there be performance 
payments for hospitals, through the ACC or otherwise? 

 
34 What does the Department believe should be done to address the high cost of insurance on the 

western slope and other rural parts of the state? 
 

35 Is the Department seeing disparities in cost and utilization within the Medicaid program similar 
to the disparities observed in private insurance between the western slope and other rural areas 
versus the rest of the state? 

 
4:00-4:15 FORECAST TRENDS 

 
36 Please describe major changes in Medicaid eligibility criteria in the last ten years and provide a 

timeline for when the changes were implemented. 
 

37 How have the major changes in Medicaid eligibility criteria affected expenditures? Is the S.B. 13-
200 expansion in conjunction with the Affordable Care Act (ACA) a major driver of recent 
increases in General Fund expenditures? Who would lose coverage if the ACA expansion were 
rolled back? 

 
38 If somebody seeking health insurance through the exchange is determined eligible for Medicaid, 

can they purchase insurance through the exchange? Would they qualify for a tax credit? 
 

39 What are the Department’s expectations for employment in Colorado and how are those 
expectations influencing the Medicaid enrollment forecast? 

 
40 What services does Colorado Medicaid cover in excess of federal minimum standards? 

 
41 Within the services covered by Colorado Medicaid, what is the potential for reducing 

expenditures by imposing limits on utilization or on specific treatments when less costly 
alternatives are available? 

a. What sorts of utilization and treatment limits does the Department already impose? 
b. How can Colorado Medicaid members find about their coverage limits? 
c. Describe the procedures used by the Department to develop the limits. 

 
42 What is the Department’s projection of the percentage of the Medicaid population composed of 

people with disabilities and people who are elderly (JBC members have heard conflicting reports 
of 10 percent and 12 percent)? What portion of expenditures is driven by people with disabilities 
and people who are elderly? 
 

43 Please provide a chart showing comprehensive Medicaid per capita expenditures by population 
over time. The JBC staff briefing included a chart on page 8 showing per capita expenditures for 
people with disabilities, people who are elderly, adults, children, and the overall Medicaid 
population. However, because this chart was limited to expenditures from the Medical Services 
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Premiums line item, it did not include expenditures from some other significant sections of the 
budget, such as services for people with intellectual and developmental disabilities and 
behavioral health. JBC members would like a variation of the chart that includes all Medicaid 
services. 

 
44 Compare per capita expenditures for Medicaid and the Children’s Basic Health Plan (CHP+). 

Which program is more cost effective, and why? How much do the premium and copay 
requirements defray the cost of CHP+ compared to Medicaid? 

 
4:15-4:30 PROVIDER RATES 

 
45 Many of the Medicaid rates analyzed by the Department in response to S.B. 15-228 are 

significantly below the benchmark. Why isn’t the Department proposing rate adjustments to 
address the low level of funding? 

 
46 In particular, why are Medicaid rates for non-emergent medical transportation and emergency 

medical transportation so low compared to the benchmarks? What are the ramifications for local 
government costs to backfill insufficient Medicaid funding? How will the sufficiency of rates for 
non-emergent medical transportation be affected by increases in the minimum wage required by 
Amendment 70? 

 
47 Is the broker model for non-emergent medical transportation reliable and effective? 

a. What steps has the Department taken to investigate complaints about unreliable service 
and resolve the issues? 

b. Does the Department feel that the vendor is responsive to complaints? 
c. Does the Department have the necessary authority to hold the vendor accountable? 
d. What performance criteria are built into the vendor contract, and are there financial 

incentives tied to performance? 
e. Would there be benefits to local governments opting out of the broker model and 

working directly with transportation providers? 
 

48 Please provide an update on the status of provider rate increases approved by the General 
Assembly in prior years. Are there any provider rate increases still pending approval from 
Centers for Medicare and Medicaid Services? 

 
49 Should personal care and homemaker rates be increased due to increases in the minimum wage 

required by Amendment 70? 
 
50 Please provide some background for why the Department is limiting coverage of physical and 

occupational therapy to 12 hours per year. Does the limit apply to all Medicaid populations and 
circumstances, or are there exceptions for people enrolled in a waiver or for “medical necessity”? 
What is the logic behind limiting coverage of physical and occupational therapy? 

 
51 Are payment policies for the Program for All-inclusive Care for the Elderly (PACE) creating a 

disincentive for people to use home health services? 
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4:30-4:45 PROGRAM FOR ALL-INCLUSIVE CARE FOR THE ELDERLY (PACE) 

 
52 What is driving the growth in PACE utilization? Is it a result of new facilities in Montrose, 

Colorado Springs, and Boulder? 
 

53 How does the PACE program fit in with the Accountable Care Collaborative? 
 

54 Is the PACE program cost effective? What is the Department doing to improve the 
performance of the PACE program? 

 
55 Please provide an update on the implementation status of S.B. 16-199, including the 

development of an actuarially sound upper payment limit methodology. 
 

4:45-5:00 MISCELLANEOUS OTHER ISSUES 
 
56 What caused the delay in implementation of the new Medicaid Management Information System 

(MMIS)? What are the major cost drivers behind R8 MMIS Operations? How has the Department 
coordinated with Governor’s Office of Information Technology (OIT) to design the project and 
minimize delays and cost overruns? 
 

57 Why did the Department change the name of Colorado’s Medicaid program to Health First 
Colorado? How much did it cost and where did the Department get the money? Who made the 
decision and why was the General Assembly not consulted? 

 
58 Is equitable disbursement of funds and subsequent delivery of services to all residents part of the 

Department’s mission? If so, how is the Department ensuring the equitable and fair 
disbursement of public funds to all residents of the state? 

 
ADDENDUM: OTHER QUESTIONS FOR WHICH SOLELY WRITTEN RESPONSES ARE REQUESTED  
 
1 Provide a list of any legislation that the Department has:  (a) not implemented, or (b) partially 

implemented.  Explain why the Department has not implemented or has only partially 
implemented the legislation on this list. Please explain any problems the Department is having 
implementing any legislation and any suggestions you have to modify legislation.  
 

2 If the Department receives federal funds of any type, please respond to the following: 
a. Please provide a detailed description of any federal sanctions or potential sanctions for state 

activities of which the Department is already aware.  In addition, please provide a detailed 
description of any sanctions that MAY be issued against the Department by the federal 
government during FFY 2016-17. 

b. Are expecting any changes in federal funding with the passage of the FFY 2016-17 federal 
budget?  If yes, in which programs, and what is the match requirement for each of the 
programs?   
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3 Does the Department have any HIGH PRIORITY OUTSTANDING recommendations as 
identified in the "Annual Report of Audit Recommendations Not Fully Implemented" that was 
published by the State Auditor's Office and dated June 30, 2016 (link below)? What is the 
department doing to resolve the HIGH PRIORITY OUTSTANDING recommendations? 
 
http://leg.colorado.gov/sites/default/files/documents/audits/1667s_annual_report_-
_status_of_outstanding_recommendations_1.pdf 
 

4 Is the department spending money on public awareness campaigns?  What are these campaigns, 
what is the goal of the messaging, what is the cost of the campaign? Please distinguish between 
paid media and earned media. Do you have any indications or metrics regarding effectiveness? 
How is the department working with other state or federal departments to coordinate the 
campaigns? 
 

5 Based on the Department’s most recent available record, what is the FTE vacancy and turnover 
rate by department and by division? To what does the Department attribute this 
turnover/vacancy?  
 

6 For FY 2015-16, do any line items in your Department have reversions?  If so, which line items, 
which programs within each line item, and for what amounts (by fund source)?  What are the 
reasons for each reversion?  Do you anticipate any reversions in FY 2016-17?  If yes, in which 
programs and line items do you anticipate these reversions occurring?  How much and in which 
fund sources do you anticipate the reversion being? 
 

7 [Background Information: For FY 2017-18, the Department of Law has submitted a request to 
change the calculation of legal services appropriations as well as the monthly billing system for 
legal services provided to state agencies. Specifically, the proposal would: 1) calculate the number 
of budgeted legal services hours for each agency as the average of actual usage in the prior three 
years; 2) include a two-year average of “additional litigation costs” such as court reporting, travel 
for depositions, expert witness costs, etc., in the appropriation for legal services (these costs are 
not currently included in the appropriation and are often absorbed from other personal services 
and operating expenses line items); and 3) convert from monthly billing based on the actual 
hours of service provided to monthly billing based on twelve equal installments to fully spend 
each client agency’s appropriation.]  
 
Please discuss your agency’s position on the Department of Law’s proposed changes to the legal 
services system, including the potential impacts of the changes on your agency budget. That is, 
does your department support the proposed changes? How would you expect the changes to 
positively or negatively impact your department? Please explain. 
 

8 What is the expected impact of Amendment 70 (minimum wage increase) on Department 
programs? Please address impacts related to state personnel, contracts, and providers of services.  
 

9 Please provide an update on the Department’s status, concerns, and plans of action for 
increasing levels of cybersecurity, including existing programs and resources. How does the 
Department work with the Cybersecurity Center in the Office of Information Technology? 

http://leg.colorado.gov/sites/default/files/documents/audits/1667s_annual_report_-_status_of_outstanding_recommendations_1.pdf
http://leg.colorado.gov/sites/default/files/documents/audits/1667s_annual_report_-_status_of_outstanding_recommendations_1.pdf
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10 Is the SMART Act an effective performance management and improvement tool for your 

Department? What other tools are you using? Do your performance tools inform your budget 
requests? If so, in what way?  
 

11 Please identify how many rules you have promulgated in the past two years. With respect to 
these rules, have you done any cost-benefit analysis pursuant to Section 24-4-103 (2.5), C.R.S., 
regulatory analysis pursuant to Section 24-4-103 (4.5), C.R.S., or any other similar analysis? Have 
you conducted a cost-benefit analysis of the Department’s rules as a whole? If so, please provide 
an overview of each analysis. 
 

12 What has the department done to decrease red tape and make the department more 
navigable/easy to access?  
 

13 What is the number one customer service complaint the department receives? What is the 
department doing to address it?  
 



 

1 
 

 
Colorado Commission on Family Medicine 

Training Family Physicians for the State’s Health Care Needs 
 
Presenters: 

• Suzanne Bragg-Gamble, Congressional District 7 Representative, COFM Board 
• Janell Wozniak, M.D., Director, Fort Collins Family Medicine Residency, CAFMR Chair 
• Kim Marvel, Ph.D., Executive Director, COFM/CAFMR 

 
The Commission on Family Medicine supports the training of family physicians in Colorado. 
 
Colorado has a shortage of primary care physicians (PCPs), especially in rural areas. 

• The Colorado Health Institute identified wide regional variation in the primary care workforce, 
requiring an additional 258 PCPs in nine regions of the state; 34 of 64 counties are short PCPs. 

• The Graham Center reported Colorado needs 444 additional PCPs to maintain current rates of 
utilization. 

 
The General Assembly has committed funds to increase the training of family physicians.  Beginning in 
2013, additional state funds have enabled the residency programs to expand the number of family physicians 
being trained and to place them in areas of highest need: rural and underserved communities. 
 
State funds are matched by federal Medicaid dollars, effectively doubling the state investment. 
 
In the 2016-17 fiscal year, state funding for training family physicians in Colorado (allocated to the 
Commission on Family Medicine) is divided into three areas: 
 
Base Funding: ($1,180,914) 

• These funds are distributed directly from HCPF to the nine family medicine residency programs.  
• The funds are used for training expenses, especially to advance team-based care and care 

coordination within the Patient-Centered Medical Home model. 
• The family medicine residencies depend on state funding, in combination with patient care revenue 

and federal Medicare GME funds, to pay the expenses of training family physicians. 
 
Rural Training Programs: ($1,509,473) 

• Rural training programs have been established in Alamosa, Fort Morgan, and Sterling. 
• The Alamosa and Sterling programs started training residents July, 2016; the Fort Morgan program 

will begin training residents July, 2017. 
• These programs will graduate six family physicians each year (two per program), graduates of rural 

programs are much more likely to practice in rural areas. 
• These programs are dependent on state funding. 
• Rural training programs are long-term investments that require sustained funding. 
• A rural “pipeline” is used by recruiting medical students with rural backgrounds and those 

participating in the rural tracks of the University of Colorado and Rocky Vista University. 
 

Adding training positions in existing family medicine residency programs: ($1,366,323) 
• Using state funds, five family medicine residency programs each added one more training position. 
• The five additional trainees started July 2016.  
• Trainees in these new positions commit to practice in rural/undeserved locations in the state for three 

years following graduation. 
• In return, the graduates will receive a loan repayment award. 
• In June 2016, graduates who received the loan repayment awards are providing care for underserved 

patients at Clinica Family Health Clinics in Layfette and Westminster and Sunrise Clinic in Evans. 


